Family doctors (general practitioners) in the United Kingdom (UK) have collaborated with the Office of Population Censuses and Surveys to produce over the years three surveys of morbidity in the community."'-The Third National Morbidity Survey has recently been published, based upon data collected on over 300 000 person-years at risk. An analysis of some of the complex tables in the survey, which provide information rates about morbidity due to all diseases, may be helpful to neurologists when planning their provision of services.
Methods
Information was obtained at the time of consultation on the morbidity of 307 803 person years at risk in 48 general practices (143 doctors). The distribution of ages in these practices reflected closely the distribution of age and sex of the total population of the UK. The data were collected in 1981-82, but coding and computing delayed publication until 1986. The data have been published in bulky tables and in micro-fiche, from which the data relevant to neurologists have been selected.
Results
In one year, 65% ofall men and 77% of all women saw their family doctor at least once. The average number available in the Third National Morbidity study for some neurological disorders. In combination with the data from table 1, referral rates per 1000 can be calculated for these disorders. Table 2 lists the common neurological disorders for which referral rates are available in the Third National Morbidity Survey, ranked in order of numbers of patients referred from general practice for a further opinion. The sum of the figures in column 6 indicates that 7 11 patients per 1000 with these neurological disorders will be referred (5 32 excluding lumbar and spinal syndromes). Table 3 ranks in column 2 those neurological disorders for which referral rates are available in the Third National Morbidity Survey in order of rate referred per 1000 population. In column 3 is listed the rank order of the same 10 diagnoses for new patients as seen by 13 consultant neurologists in one week in the UK in 1986.' The relative low ranking of cervical and spinal pain syndromes and giddiness among neurological specialist consultations presumably reflects that many patients with these disorders are referred to orthopaedic and ear, nose and throat consultants respectively.
Discussion
There have been a number of studies of the neurological content of family practice4"9 but the enormous amount of data collected for the Third National Morbidity Survey on over 300 000 person years at risk makes these data unique. In the studies of Murray Headache, tension headache and migraine 4 1 Syndromes related to the cervical spine 5 5 Dizziness, giddiness, vertiginous syndromes 6 6
Organic senile and pre-senile psychosis (dementia) 7 8 Disturbance of sensation, paraesthesiae 8 -see note Parkinson's disease 9 7 Multiple sclerosis 10 4
Note Neurologists did not code "disorders of sensation, paraesthesiae", but peripheral nerve disorders including Bell's palsy and nerve entrapment ranked third in over-all frequency of neurologicai encounter, and anxiety, depression and personality disorders ranked fifth. 5 Papapetropoulos,4 headaches, migraine, seizure disorders and cerebrovascular disease all rank high as they do here. The syndromes listed in table 3 rank high in clinical importance in both family practice and in neurological practice. Undergraduate training of students, and post-graduate training of general practitioners by neurologists could usefully concentrate on the management of these disorders, although both students and family doctors must have some knowledge of the less common diseases. The calculations shown in table 2 reveal that 7-11 patients per 1000 are referred from general practice for a further opinion for those common disorders listed in that table (5-32 per 1000 excluding spinal pain syndromes). The Association of British Neurologists has recently recommended that there be one neurologist per 200 000. This suggests a potential annual work load of (5.32 x 200) = 1064 consultations or (7 11 x 200) = 1422 consultations per neurologist for these conditions alone, let alone the many other neurological disorders for which referral rates are not available.
The low referral rates from general practice to hospital shown in tables I and 2 reflect the very considerable burden of neurological illness managed in the community by general practitioners, who act as "gatekeepers"9 and control access to specialist care. That general practitioners only refer 3-5% of patients with giddiness and migraine (table 1) is no doubt a relief to hard pressed UK neurologists, but it is clear that a small shift in referral patterns for such common conditions could disastrously overburden present consultant resources. On the other hand, neurologists may be surprised that referral rates for important Lessonsfor neurologists from the United Kingdom Third National Morbidity Survey neurological illness such as cerebrovascular disease are so low. Although there is very considerable variation in referral rates from different general practitioners,'" " it seems probable that referral rates to neurologists in the UK reflect consultant availability rather than need. Equally, the ready availability of neurologists in the US, where the number per million population is already nine times higher, and where it is suggested that many more are needed,5 indicates that many US neurologists are providing care that in the UK is provided by a family doctor. There are as yet few measures of clinical outcome, other than mortality, that can measure the impact of care upon the outcome of many disabling illnesses. Research should be undertaken to measure the increment in quality of care provided by neurologists over and above that provided by primary care physicians.
